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18 GRANULAR OPHTHALMIA.

examined on each occasion to see that it is not
affected.

Diptheritic Ophthalmia is even more destructive
in its results than purulent ophthalmia. Fortu-
nately it does not occur in this country, or occurs
very rarely indeed if at all. Tt is characterised by
the infiltration of the conjunctiva with diphtheritic
exudation, giving rise to a complete arrest of
circulation. It is best treated, perhaps, by getting
the patient under the influence of mercury as
quickly as possible.

Granular Ophthalmia.—This is one of the most
distressing and obstinate affections seen by the
ophthalmic surgeon. It is endemic in crowded
and badly nourished communities, especially in
reformatory and workhouse schools, and is charac-
terised by the occurrence of minute vesicular-look-
ing bodies, almost like an herpetic eruption, but
really solid, on the conjunctiva of the lids. This
affection may arise from neglected catarrhal or
purulent ophthalmia, or more probably from a
distinet but kindred form of disease. The con-
junctiva is more or less acutely inflamed, espe-
cially on the lids, and its surface becomes velvety,
like the surface of a granulating uleer; as this



















































































































































































































































































































































































































152 CHRONIC GLAUCOMA.

often flatters himself that he is recovering from a
transient disorder, and this idea is often shared
by his medical attendant, as it is fostered by the
fact that sickness with disturbance of the diges-
tive organs, and general malaise often accompanies
the inflammatory exacerbations. Increased ten-
sion of the eyeball being overlooked, although it
remains after the more apparent symptoms have
passed off.

In the earlier stages of acute glaucoma the
ophthalmoscope shows that the retina is highly
congested, and its veins are large and tortuous.
The arteries and sometimes even the veins exhibit
pulsation ; but it is by no means essential that the
optic disc should be cupped at this early stage. It
is most probable that no characteristic cupping
will be observable. In many cases the vitreous 1s
too hazy, during the acute inflammatory stage, for
the fundus to be distinetly seen.

Treatment.—Iridectomy usually at once arrests
the progress of acute glaucoma, and improvement
of vision commonly follows the operation, unless it
is too long delayed. The pain is relieved almost
immediately by recourse to this measure; we
should not therefore wait for an intermission in













156 IRIDECTOMY IN

ing an operation where an operation is unneces-
sary and useless, as for instance in white atrophy ;
but the case is different in glaucoma. No doubt
can be entertained of its curative properties, and
the delay sometimes only of a few hours to per-
form the operation, when increased tension
exists, may produce irreparable mischief.

In order that iridectomy may produce dimi-
nished tension of the eyeball, a large segment, at
least a quarter or even a third of the iris, must be
removed, and'it must be taken away quite up to
its ciliary border. To ensure this the incision
must be made half a line behind the cornea,
through the sclerotic, that is, immediately in front
of the plane of the iris.

The following considerations must always be
present in the mind of the surgeon when called
upon to decide upon or against the performance of
iridectomy in glaucoma.

1st. No iridectomy should be performed in the
premonitory stage of glaucoma so long as vision
remains normal, and the field of vision is not con-
tracted, for he should remember that although the
operafiﬂn is usually harmless, a disastrous result
may occur and he may have the blame of destroy-












































































RS Y PE, 181

No. 20 Jager consists of 8-line Roman, without
capitals:

The others are intermediate. These types are printed
for the use of the Royal Ophthalmic Hospital at Moorfields,
from the secretary of which they can be obtained at a
moderate price.

A set of test typesfor the determination of astigmatism,
in which the letters are formed of short lines with various

degrees of inclination, were first introduced by Orestes

i

When seen at a distance, the letters which are most

distinct are those in which the lines lie in the axis of the
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greatest ametropia.
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